Abstract Objectives The voices, perspectives, and experiences of pregnant and parenting women are vital sources of information often overlooked or not understood by professionals. The goals of this qualitative study were to understand access to maternal and child health services from the perspectives of diverse consumers, and provide rich descriptions to inform strategies to enhance the quality of this access. It explored key dimensions influencing their experiences, including health status and needs, significant others, cultural beliefs, and provider and organizational factors. Methods The authors conducted 24 focus groups with 143 urban women, ages 14-45 who were primarily Medicaid consumers. Maternal and child health organizations providing primary or secondary services recruited African American, Caucasian, and Latina pregnant and parenting women. Results Five themes on access and quality of participants' maternal and child health experiences emerged: the primary role that personable and caring health providers and staff played in accessing services; provider recommendations were oftentimes discounted as irrelevant; alternative health practices were motivated by a genuine desire to help themselves or their children; agency practices and policies were sometimes perceived as potentially discriminatory; and unresolved feelings regarding pregnancy. Conclusions These findings can assist providers to develop genuine relationships and address the unique cultural needs of their patients. Recommended actions include assuming a learner's stance as a way of developing an increased understanding of patients' underlying motives, perceptions of alternative health practices of their patients, and identifying the role and impact of their patient's social network.
Introduction and Background
According to the Centers for Disease Control and Prevention enhancing access to quality prenatal care and reducing maternal and child health care disparities continue to be a national priority [1, 2] . The percentage of women beginning first trimester prenatal care in the US rose steadily from 1990 to 2003 but has since showed little improvement. In 2005, non-Hispanic Black women were more than twice as likely to receive late or no prenatal care as white women [3] .
Access to early and adequate prenatal care is even more of a priority for the location of this study, Marion County (Indianapolis), and Lake County, Indiana. Since 1999, little progress has been made in the percentage of Marion County women beginning prenatal care in the first trimester. In 2006, Marion County experienced the lowest rate in the past 7 years of first trimester prenatal care for all racial and ethnic groups at 72%. Significant disparities by race and ethnicity continue to occur with African American women at 64% compared to Caucasian women at 81% and Latina women at 55% [4] .
Since 1995, rates of first trimester prenatal care for women in Lake County have been essentially unchanged at 79%. Similar disparities have also occurred by race (Caucasian women 83.5% vs. Black women 69.5%) [5] . These rates are significantly below the Healthy People 2010 goal established by the U.S. Surgeon General [3] .
Equal access to risk appropriate, quality and culturally sensitive care is an important factor in improving perinatal outcomes. A recent analysis of vital statistics data conducted by the Indiana State Department of Health found that women receiving inadequate prenatal care were more than twice as likely to deliver a low birth weight baby and were three times more likely to deliver a preterm baby than women receiving adequate prenatal care [6] .
Qualitative studies in the literature have examined diversity-related factors impacting access to maternal and child health services, particularly entry into early prenatal care [7, 8] . In the latter project, African, African American, and Latina participants identified several factors as critical to prenatal care access [8] . These complex factors included: qualities of good prenatal care; perception of clinic and hospital care; barriers to prenatal care; knowledge of healthy prenatal practice; cultural practices affecting prenatal care; perceptions of differential treatment when receiving care; different expectations between patient and provider in the delivery of care; social determinants of health; and the role of social support.
This body of literature and that on inductive qualitative methods informed the structure, questions, and sampling of our qualitative study of pregnant and parenting women. This study sought to bridge earlier Indiana quantitative studies with qualitative data about similar populations of Indiana women. It also illustrates how community-based research helps to articulate the voices of consumers, informs practical approaches for providers to strengthen access, and enhances responsiveness to diverse needs and strengths of consumers [9, 10] . Similarly, Horowitz et al. illustrated the efficacy of community-based participatory research for capturing, interpreting, and translating consumers' viewpoints to help facilitate change in provider practices regarding health disparities [10] .
Methods

Study Goals and Objectives
The specific goals of this descriptive, exploratory study were to: (1) understand access to maternal and child health services from the perspectives of diverse consumers; and (2) provide rich descriptions to inform strategies to enhance the quality of this access. Objectives of the focus groups were to: (1) identify how consumer perceptions of healthy pregnancy, help seeking beliefs, and messages influence access to maternal and child health care; (2) explore how cultural perspectives, beliefs, and practices impact access; (3) describe how provider and organizational dimensions affect access; (4) discover consumer perceptions and reactions to racism and discrimination in accessing maternal and child health services; and (5) formulate consumer recommendations for local health care delivery systems to enhance access of diverse consumers to their services.
An advisory group comprised of community and state level maternal and child health professionals provided technical assistance and support throughout the duration of the project. All procedures were consistent with prevailing ethical principles, such as securing informed consent of participants, maintaining confidentiality, and safeguarding focus group data.
Focus Group Questions
The inductive, focus group methodology was selected for its potential to examine maternal and child health access through the unique lens and perspectives of pregnant and parenting women. The focus groups provided an opportunity for participants to share their individual and collective voices on strengths and challenges that affected the quality of their experiences. Discussion of these issues, by necessity, also involved a degree of sharing regarding potentially difficult topics, such as pregnancy discovery, relationships with significant others in their social network, and discrimination. Another rationale for using this methodology cited in the literature is that it encourages participants to feel empowered to speak in the presence of peers [11] . This also supported our decision to stratify the groups by race, ethnicity, and age.
The focus group questions were based on the literature on cultural competence, [7, 12, 13] maternal and child health access [14, 15] practice knowledge of the advisory group, and previous Indiana and national studies related to these topics [3, 7] . Maternal and child health services were defined in a very broad manner to include clinical and support services. Participants were also encouraged to include not only medical staff, but also other professionals, such as social workers, supervisors, support staff and ancillary staff.
The six clusters of focus group questions examined participants' perceptions regarding: In addition, each participant completed a brief demographic data form to provide background information.
Data Collection
Twenty-four semi-structured focus groups with 143 women conducted from July 2004 through February 2005 served as the source of data collection for this study. Providers were not interviewed. Nurses, prenatal care coordinators, outreach workers, social workers, educators, and administrators affiliated with a range of organizations providing primary and secondary services in their communities recruited participants. These resource persons used snowball techniques, personal contacts on site, telephone calls, community outreach, flyers, and word of mouth to recruit appropriate individuals and groups for the project.
To reduce potential bias in participant recruitment, the initial design sought to minimize the involvement of individuals providing direct services in the recruitment process and to conduct focus groups at different locations where women received services. However, this initial design resulted in very poor participation. Therefore, individuals providing direct services to the study participants were actively engaged to identify women and encourage their participation. Groups held at places where participants received services and in lieu of previously scheduled educational or programmatic activities resulted in greater attendance.
When possible, groups were stratified by race, ethnicity and age to encourage their engagement. At least two members of the research team, which included two African American social workers and two African American public health workers, facilitated each group. Ethnically diverse Spanish interpreters certified in the health care field or interpreters for whom Spanish was their first language assisted the research team when necessary. Indicators of women most at risk for negative pregnancy outcomes in the participating communities served as focus group participant criteria. Several focus group participants resided in zip code and census tract areas with the highest infant and fetal mortality rates in Indianapolis (Marion County) Indiana, USA.
All participants were women who were currently pregnant, or up to 2 years postpartum; some participants fit both categories. All participants were volunteers and signed informed consent forms prior to group participation. Incentives included healthy refreshments or a full meal for participants and their children, gift cards or gift bags valued at $10.00, and brochures on community resources. Transportation and childcare services were offered to all participants. Focus groups were conducted at primary and secondary service provider sites, as well as neutral locations such as libraries and community centers.
Participants completed a brief demographic data form and the demographic profile of the focus group participants was as follows in Table 1 .
Data Analysis
Members of the research team documented verbatim responses of focus group participants with flip charts. There was neither audio nor videotaping. Debriefings and field notes documented participant observations, group dynamics, and response patterns. Facilitators were part of the data analysis team. Members of the research team identified emergent themes and patterns in responses and independently coded the transcripts and field notes. Qualitative software tools were not employed in the analysis. Categories were not predetermined. As patterns emerged in these volumes of data, coding and charting promoted identification of key responses across and within focus groups. A systematic analysis of each question by demographic groups was beyond the scope of the project. In addition, the overall purpose of the study was to broadly identify themes associated with diverse cohorts of maternal and child health consumers. This approach would promote critical thinking and selective translation into action by providers, rather than highly prescriptive directives for individual cohorts of consumers. The reader will note later in the article several exemplars that promote appropriate translation into action. Investigator and participant triangulation reinforced multiple ways of organizing and interpreting data. The constant comparison technique and accuracy checks also strengthened the analysis. The analysis process was concurrent throughout the series of focus groups and continued until no new data emerged. Data analysis was ongoing and took place between focus groups, not at the end of the entire series. Preliminary findings from the primary analysis were shared via small group and individual meetings with advisory group members to facilitate the secondary analysis of data and provide alternative perspectives on the focus group findings. The results of the primary analysis were similar to the secondary analysis. Additional focus groups were not conducted after the preliminary analysis. These methods were consistent with standards for qualitative research articulated in the literature [16] .
Results
To illustrate consumers' perceptions of access to maternal and child health services, selected verbatim quotes from the focus groups have been linked with key overarching themes in this descriptive data. These quotes provide a sense of the richness, texture, and flavor of the focus groups, as well as the participants' level of investment in sharing their views. The following represents a sample of their perspectives on health care and the characteristics and attitudes of health care providers.
Signs and Symptoms of Pregnancy and Help Seeking Behaviors
The primary sources of information about signs and symptoms of pregnancy, the women's perception of a healthy pregnancy, healthy behaviors, and when to access health care consisted of checking their own personal experiences with those of their mothers, sisters, aunts, and other people. Participants consistently identified health care professionals as a tertiary source of information.
My grandmother knew I was pregnant because of a glow and the pregnancy was destined because my mother recently died and the baby would replace my mother in our family. If you dream of a fish, you might be pregnant. All my family and friends said to go to the doctor to make sure everything is okay. My mom told me to put clothes pins around the waist of my clothes, so the baby will grow correctly. If you don't go you can be accused of child abuse and the social worker can take your baby.
I told my 13-year-old cousin, don't smoke, don't run around, don't jump gates and eat right.
Translating Healthy Behaviors into Action
Nearly all participants were able to identify characteristics of a healthy pregnancy and the importance of early care, but were often not able to translate this into action. A number of participants indicated that the regimen of care and health behaviors recommended by providers was very difficult to follow. In their perception, these recommendations conflicted with the reality of their lives and frequently resulted in unwanted side effects.
My baby could not sleep on its back because the baby would become irritable, so I put the baby on its belly because the baby sleeps better. I did not take vitamins because they cause constipation. If you decide to bottle feed, you get put down. Male doctors and pelvic exams feels uncomfortable, they don't understand.
Cultural Beliefs and Influences
Many participants identified a variety of behaviors and practices that were different from the information provided by health care professionals. These practices typically centered around sleep position, feeding practices, modifying medication doses and using natural remedies. It is important to realize that these alternative practices were motivated by a genuine desire to help themselves or their child as well as a belief that ''other people don't care as much about my baby as me.'' The concept of ''cultural beliefs and practices'' initially confused Caucasian participants and they seemed more comfortable with the term ''family traditions.'' Participants frequently discounted health providers' recommendations as not being culturally relevant, incongruent with generational family traditions, or ''cruel, cold or insensitive'' to the baby's need. For example, delaying solid foods was ''not fair to the baby'' and ''would starve the baby''. If a baby was perceived to be mistreated, participants were more likely to respond more assertively and to switch providers. This was particularly true of adolescent mothers. The prevailing sentiment was, ''I'll take it in a dire emergency, but mess with my baby and its over.'' Just because they know more, doesn't mean they are right. The provider giving shots left my baby on the bed with no clothes on. He was cold but she didn't even care. When my baby was 9 months old, the medicine from the doctor didn't help. I called my mother in Mexico who told me to give the baby a cinnamon infusion which healed the baby. That stuff is OK for their babies, but they don't know about our babies and our beliefs. My boyfriend's parents believe the whole family raises the children, but I don't. They have different opinions about things like spanking.
Pregnancy Discovery A number of participants had not fully explored, much less resolved, the complex issues that influenced their feelings about their pregnancy and the impact it would have on their lives. Not knowing they were pregnant, attributing early symptoms to other conditions, and assumptions about their inability to conceive were common reasons why some women delayed seeking care. A number of African American participants indicated they did not believe they were pregnant until confronted by a close friend or family member. These ambivalent feelings appeared to influence their decision and timing of seeking care.
I thought it was acid reflux. I did not think I was pregnant because I still had my periods.
After nine years, I didn't believe I was pregnant. I kept telling you, you were pregnant. Everybody knew it before you did. Girl you were in denial. You need someone to support you because you feel afraid sometimes and you feel shame.
Characteristics of Health Care Professionals and Agencies
Personable and caring health care professionals and support staff were the primary factors associated with ease of access. Respectful and dignified treatment by health care professionals seemed more important than logistical factors such as wait times. In addition, the quality of the health care provider or clinic was most strongly associated with the characteristics of the staff. It was difficult for the majority of participants to separate the people from the organization.
They took their time with me. They listened to my situation and concerns before deciding what to do. They showed they really cared by using my name and calling me at home. The care coordinator made regular phone calls and followed up with appointments. She really cared.
Participants frequently shared their powerful positive and negative personal experiences and offered advice to family, friends and other community members about accessing specific maternal and child health providers. These consumers illustrated the value of positive experiences and the impact of negative experiences in instilling messages to the entire community. Significant others' health care experiences, including but not limited to maternal and child health, were salient to participants' access decisions. It is likely that these deeply felt experiences could have a positive or negative ''ripple effect'' on community beliefs and behaviors related to accessing care.
The front desk staff rolled their eyes and won't greet you. They need to treat you like a customer -like a human. They schedule 15 people at the same time. It's very crowded and there are long waits in the waiting room and in the back. You gotta sit in the waiting room forever. Do I want to die here or what? I never met the doctor who will actually be delivering my baby. The doctors are good, good people are there, they remember faces. Expect a positive experience, to meet new people, and that midwives will deliver the babies. That place is a puppy mill for babies. They don't want to answer questions, they were snotty and had no eye contact. The staff acted like they didn't want to be bothered. The only reason I went was because Medicaid hadn't kicked in.
Perceived Racism and Discriminatory Practices
Participants identified a broad range of issues and practices that influenced access to care and their opinion regarding the quality of services as potentially discriminatory. These included varying eligibility requirements, tracking by ethnicity, lack of bilingual staff, professional incompetence and cultural incompetence. If people believed they were badly treated, they sometimes interpreted that behavior as discriminatory or racist. Focus group participants did not solely define oppressive practices based on race and ethnicity and also described differential treatment based on their age, gender, medical status, poverty, language, parity, insurance status, and marital status.
Adolescents focused more on age, gender and class discrimination than race and reported feeling judged, talked down to or mistreated because they were young. They were also more likely to report negative experiences with student doctors. Caucasians tended to identify fewer discriminatory practices than Latina or African American focus group participants. However, Caucasian women with children of color or who identified themselves as biracial shared examples of being frequently questioned about their or their child's race. They perceived this hyper visibility as discriminatory or racist.
Perceived racist or discriminatory practices often surprised focus group participants. The range of responses by participants to this unexpected treatment included reacting back with anger, being more hesitant to seek services, avoiding specific staff, changing facilities or changing doctors. Those who were not surprised had lower expectations or had been warned by others what to expect from certain providers.
They don't respect you; they talk down to you because you are a teen. Student doctors came in and out of the room all the time, disturbing me and waking me up. They practice on you like you're a guinea pig. I asked the doctor about back pains and he laughed and said, You're pregnant! I was offended.
Many participants indicated they did not experience discriminatory practices and reported positive treatment by professionals within and outside of their racial or ethnic group. This may reflect a different interpretation of this experience by participants or diminished expectations. For example, a Latina participant said,
The nurses seemed to treat everyone the same; they didn't answer questions for others either.
Discussion
Our findings describe the perspectives of diverse consumers' regarding access to maternal and child health services, generate rich descriptions of their experiences, and inform strategies to enhance the quality of this access. Our findings also contribute to and expand the body of knowledge of the following important issues:
• The complex dimensions which impact women's interpretation of their pregnancy and experiences accessing maternal and child health services.
• How the quality of care is so closely associated with the perception of the degree of human interaction and respect shown by a broad range of health care providers [17] .
• The important role that cultural beliefs and practices play in influencing maternal and child service access and the health practices of pregnant and parenting women.
• The more predominant role played by the woman's social network in interpreting signs and symptoms of pregnancy and healthy behaviors compared to health care providers.
• That diversity within similar groups underscores the importance of moving beyond broad assumptions about the individual and collective experiences of specific cultural groups.
Our findings are consistent with those of Peacock et al., regarding women's feelings related to pregnancy discovery and the impact on seeking care including attributing early symptoms to other physical conditions, assumptions about their own fertility, and finally being confronted by close friends and family members [14] . Their recommendation that providers more fully explore the complex issues influencing a woman's feelings about becoming pregnant and seeking care is also consistent with our findings.
There are a number of proposed strategies to move maternal and child health providers beyond cultural sensitivity to cultural competence to help promote access and quality of care, and to decrease health disparities. Strategies specifically for African American women include culturally specific models, interdisciplinary solutions, understanding information-seeking processes and the life course of African American women [9, 18, 19] . Culturally competent health care providers and organizations have been characterized in the literature as possessing a set of congruent behaviors, knowledge, skills, attitudes, and policies ''which enable them to develop genuine relationships with diverse patients and colleagues'' [12] . Model curricula, such as Cultural Competence Education for Medical Students underscore the connection between cultural competence and these relationships [12] . The concept of humility and knowing our limitations was considered vital to achieving cultural competency by Dr. David Satcher. He further identified humility as a necessary precondition to ''understanding our lens, perceptions, and the emerging decisions, which impact the quality of relationships with consumers'' [13] , which is the final core component of the National Center for Primary Care CRASH Course [20] . Humility and transparency are congruent with the movement to reframe professionalism and ground it in the ethics of a self-critical perspective [21, 22] .
Study Limitations
This was a qualitative study of access to maternal and child health services of diverse consumers, not a quantitative study. This is not a limitation, but a statement that helps to contextualize the parameters of the methodology and utility of the findings. This study only involved women who were inner-city residents and predominantly Medicaid eligible. If we talked to other women, there might be different perceptions and issues influencing access to maternal and child health services by some populations.
The initial design to conduct groups in neutral community locations resulted in limited recruitment. One limitation of the study is that a number of groups were conducted in familiar settings at primary and secondary service providers. To help ensure the objectivity of the discussion, participants were reminded that the purpose of this study was to understand their entire experience, not just those related to their provider or the host agency.
A second component of the initial design was to exclude family members and significant others from participating in the focus group discussions. After hearing an expression of appreciation for the support demonstrated by the family members and the explanation behind the purpose of the groups, the majority of family members voluntarily excused themselves. However, in some instances, especially for Latina groups, family members remained in the same room for longer periods and occasionally asked questions or offered their opinion during the discussion.
We do not know the extent to which these adjustments in the initial design influenced the participants' responses to key issues related to accessing health care. However, in an attempt to respect the culture and comfort level of participants, it is our opinion that adopting a learner's stance on the part of the research team was critical. Our genuine demonstration of responsiveness to the needs of the participants and the contribution of service providers increased our credibility and resulted in a more rich discussion with a larger number of more diverse individuals. Several scholars support such responsiveness in qualitative research methodology, particularly while engaging diverse participants [8, 10, 23, 24] .
Provider Recommendations-Practice Implications
The focus group participants shared a wealth of ideas about improving their access to, satisfaction with, and utilization of broadly defined maternal and child heath services. We offer the following recommendations, drawn from consumers' positive and negative experiences to stimulate ideas about how providers can begin to apply these findings to their practices. The recommendations are based on the assumption that access is a complex, multifaceted phenomenon and includes not only what gets people in the door, but also on what keeps people coming through the door for subsequent services. The current study suggests that these recommendations may serve to enhance the patient/provider relationship.
1. Assume a learner's stance with patients to solicit a better understanding of the complexities of patients' lives, their cultural practices, influence of social networks, and meaning and impact of pregnancy. 2. Acknowledge that cultural practices that may differ from traditional medical advice are generally grounded in a desire to have a healthy baby, to be perceived as being a good parent, or to maintain harmony within the family. The term ''family traditions'' may generate a more in depth discussion of cultural influences and practices with some patients. It is vital to begin where people are, not on a mission to prove them wrong.
3. Do not assume that instructions and suggested behaviors will translate into action, particularly when this information is contradictory to family practices or strongly held personal beliefs. 4. Engage patients in identifying their social networks, possible sources of support, and the reality of power issues that confront them. 5. Acknowledge that many patients may not have fully explored, much less resolved, the complexity of issues that influence their feelings regarding their pregnancy, the impact this may have on their lives, and their decision to seek or to delay seeking care. Coming to terms with an unintended pregnancy may not be a linear, rational or logical process. 6. Recognize that all the members of an organization, from the telephone receptionists to the direct care providers, play a vital role in shaping consumers' perceptions of the quality of care, cultural competence, overall satisfaction and current and future utilization of needed services. 7. Be particularly aware of the perceptions of behaviors that patients may interpret as discriminatory or racist and that could potentially influence access to services for current and future patients. Regardless of the intent behind a behavior or communication, the patient's perceptions are their reality. 8. Providers should deconstruct the paperwork, policies, and practices to consumers. Do not assume that they understand triage protocols, outer/inner waiting room procedures, scheduling logistics, etc. For people unfamiliar with the maternal and child health delivery system, these steps may be perceived as arbitrary, callous, and incongruent with their expectations.
The Learner's Stance
There is an immediate need for practical approaches for the entire health care team to transform their professions and institutions to address these calls for more competent and quality care. Adopting a learner's stance may enable the health care team to better address the principles of cultural competence and quality of care and could be a potential strategy to impact disparities in the field of maternal and child health. This ethical approach is congruent with key principles of cultural competence and supports a culture of care to meet patients' needs.
To adopt a learner's stance, health care providers must be genuinely open and willing to view themselves as learners instead of experts. In addition, providers must be genuinely willing to cultivate a reciprocal relationship with their patients and to validate each patient's role as teacher about her own culture and health care beliefs. The more health care providers know about these dimensions of their patients, the better they can respond to and meet people where they are.
Ironically, health care providers, particularly physicians, are typically not trained to adopt a learner's stance, which is often counterintuitive to traditional medical training. In fact, the informal social environment sometimes known as the hidden curriculum of medical schools may serve to prevent or not reinforce the value of the learner's stance [25, 26] . A paradigm shift is underway among some medical schools to emphasize the important role relationships can play to create ''a social environment which consistently reflects and reinforces the moral, ethical, professional, and humane values expressed in the School's formal curriculum'' [27] . This is in response to increased calls from the federal government, insurers, payers, and consumers for care to be more culturally competent, for increased access, and for appropriate use of and improved quality of care [28] .
Suggested Learner's Stance Questions
We have established that there are multiple pressures on maternal and child health providers for enhanced cultural competence, access, quality of care, and now, the quality of relationships. The following questions can enable health care providers to move from understanding the learner's stance as a conceptual framework, to integrating this approach to engage diverse consumers. These questions focus on listening, acknowledging unique perspectives, demonstrating respect, exploring options, and related principles.
Before we explore your options for services, what are you most concerned about right now with your pregnancy? I'm aware that different families have different things they do to have a healthy pregnancy. I'm interested in learning about some of the things that are important to you. I'm wondering how the ideas we just discussed regarding (baby's name) medication are similar to what you usually do? How are they different? If we were to draw a picture of all the people in your life who have a say in your decisions, either positive or negative, who would be in that picture? Help me understand how mothers in your family decide when to introduce solid foods, may elicit a more honest discussion than Don't feed the baby solid foods for 4-6 months.
Conclusion
Giacomini and Cook [11] conclude that qualitative research can provide powerful ''insight about the experiences of patients and their families'' and contribute to culturally meaningful health care, which enhances relationships with consumers. They suggest the following two questions as criteria for meaningful and practical application of qualitative research: ''Does this study help me to understand (1) the context of my practice, and (2) my relationships with my patients and families?'' The practical applications offered from this qualitative study are consistent with these criteria.
The transformation of public health care institutions and reframing professionals as learners and explorers presents challenges, as well as opportunities, to eliminate health disparities. Clearly, the learner's stance has benefit in humanizing this transformative journey. In the words of Dr. David Satcher [13] , ''The essential elements of a strategy to eliminate health disparities are rooted in the quality of care and the quality of caring.'' He further states that, ''We must care enough; we must know enough, we must be willing to do enough, and we must persist in our efforts.''
There is a need for curriculum development and training to support providers in systematically implementing and evaluating the efficacy of the learner's stance on their relationships and medical outcomes. There is a need for future qualitative research to examine providers' perceptions of the learner's stance approach. Integrating the learner's stance into the practice of health care will involve the interplay of dynamic technical, practical, cultural, emotional, and human elements. Enhancing the quality of and access to maternal and child health services is worthy of this investment.
